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Practice Parameter for Psychodynamic
Psychotherapy With Children
This Practice Parameter describes the principles of psychodynamic psychotherapy with
children and is based on clinical consensus and available research evidence. It presents
guidelines for the practice of child psychodynamic psychotherapy, including indications
and contraindications, the setting, verbal and interactive (play) techniques, work with the
parents, and criteria for termination. J. Am. Acad. Child Adolesc. Psychiatry, 2012;51(5):
541–557. Key Words: Practice Parameter, child psychodynamic psychotherapy, indications,
psychotherapeutic processes, parent work.P sychodynamic psychotherapy is a basicskill and training requirement in adult,child and adolescent psychiatry.1 To some,
this basic skill is endangered.2,3 Individual psy-
chodynamic psychotherapy, alone or in combina-
tion with other treatments, is used to treat child
and adolescent disorders. Derived from a rich
clinical tradition, psychodynamic psychotherapy
is gaining evidence-based research data support-
ing its effectiveness.4,5
The practice of psychodynamic psychotherapy
provides an essential, developmental perspective
on normality and pathology, applicable to the
individual child and his family. This therapy
addresses components of psychological function-
ing beyond diagnostic categories to facilitate op-
timal development and adaptive resilience vis-à-
vis stressors and trauma.
The recommendations in this parameter are
limited to children ages 3 to 12. Unless otherwise
noted, the term ‘parents’ refers to the child’s
primary caregivers, irrespective of their biologi-
cal relationship to the child.
METHODOLOGY
The literature search was conducted in October
2011 using MEDLINE, EBM Reviews (evidence-
based medicine), PubMed, PsycINFO, ERIC (ed-
ucation), Social Work Abstracts, and PEP-WEB
(psychoanalytic electronic publications). The
search in MEDLINE combined the search terms:
“child OR “youth” AND “psychodynamic psy-
chotherapy” OR “psychoanalytic psychother-
apy” OR “psychoanalysis” yielding 10454 results
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to English language. These results were further
limited to “human”, child (2-12 years), “review
articles” yielding 47 results. When limited to
“core clinical journals”, 2 results were retrieved.
The search was repeated in PsycINFO and
yielded 56159 results which totaled 41395 when
the search was limited to English language.
These results were then limited to “human”,
“child (2-12 years)”, “peer reviewed articles”
yielding 518 results. When limited to “reviews”,
2 results were produced. The search was re-
peated in the EBM Reviews (evidence-based
medicine database) resulting in 0 articles, in ERIC
(education) yielding 119 results and in Social
Work Abstracts yielding 82 results. The PEP-
WEB (psychoanalytic electronic publications)
was searched in English language for “child”
AND “psychodynamic psychotherapy” or “psy-
choanalytic psychotherapy” or “psychoanalysis”
resulting in 603 results. These results were fur-
ther limited to “articles” yielding 485 results and
to the Psychoanalytic Study of the Child produc-
ing 13 results.
The PubMed database was searched indepen-
dently to benefit from the use of the MESH term
database. In PubMed, MESH terms were used to
narrow the search results. The MESH term “psy-
chodynamic psychotherapy” was used, and the
results were limited to “children (3-12 years)”,
“human” and “English” yielding 140 results.
When those were limited further, 1 result was
found for “meta-analyses,” 6 for “randomized
controlled trials,” 25 for “reviews” and 0 for
“practice guidelines.” Continuing in PubMed, a
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AACAP OFFICIAL ACTIONsearch using the MESH term “psychoanalytic
psychotherapy” yielded 346 results when re-
stricted to “children (3-12 years). When the re-
sults were limited to “English,” “meta-analyses,”
“randomized controlled trials,” and “reviews
and practice guidelines”, 46 results were identi-
fied (5 rcts and 41 reviews). The same search for
the MESH term “psychoanalysis,” limited to chil-
dren from age 3-12 years, yielded 524 results.
When the results were limited to “English,”
“meta-analyses,” “randomized controlled trials,”
and “reviews and practice guidelines”, 51 results
were identified (51 reviews).
The PsycINFO database was searched inde-
pendently for the benefit of the specific subject
headings used in the database. In PsycINFO the
“psychodynamic psychotherapy” or “psycho-
analysis” subject headings were combined with
the subject heading of “mental health disorders”
and limited to “English”, “human” and “children
(2-12 years),” yielding 8 results. The subject head-
ings “psychodynamic psychotherapy” or “psycho-
analysis” AND “psychotherapeutic processes” were
combined, and yielded 572 results using the same
limits. The subject headings “psychodynamic psy-
chotherapy” or “psychoanalysis” AND “treatment
termination” yielded 44 results when limited to the
2-12 years old population.
Abstracts selected from the searches were
studied to select material for the parameter. The
reference sections of review articles were
searched for material not included in the search.
The review articles that addressed psychody-
namic psychotherapy or psychodynamic psycho-
therapy were initially reviewed. In addition, top-
ics addressing indications and clinical processes
including termination and work with parents
were examined.
Individual child psychodynamic psychother-
apy for 3-12 years old children was the specific
basis for consideration in the literature review.
Some interventions historically developed for
psychoanalytic treatments were included based
on their application in the psychodynamic psy-
chotherapy context.
DEFINITIONS
Psychodynamic psychotherapy is based on the
core propositions of psychoanalytic theory6-9 de-
rived from clinical observations. Research in ex-
perimental psychology and cognitive neurosci-
ence provides the empirical foundation for these
JOURN
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ions are:
. Complex, unconscious mental processes deter-
mine conscious ideation and purposeful behavior.
. Internal representations of experience with signif-
icant persons and the real world shape the indi-
vidual’s basic assumptions and expectations.
. Observable thoughts and behaviors, including
symptoms, are over-determined, i.e. they arise
from more than one unconscious source. Com-
munications have multiple meanings.
. Psychic conflict is ever present and part of
normal development. External conflicts occur
between the individual and the social or physi-
cal environment when the needs of one conflict
with the other. Internal conflicts occur within the
mind. Most typically, internal conflicts occur
when the individual’s urges, impulses and de-
sires come into conflict with internalized soci-
etal, especially parental, prohibitions.
. Defenses are unconscious mental mechanisms
that reduce anxiety and maintain psychological
homeostasis. Defenses are transformed in the
course of development from primitive, imma-
ture defenses to more flexible, mature defenses.
Rigidly held defenses may become maladaptive
and interfere with further development.
. Resistance to psychological change serves to
maintain psychic stability although it slows
the therapeutic process.
. Transference, namely the repetition or re-enact-
ment in the therapist-patient interaction of the
internalized relational patterns of past experi-
ences with parents or other significant persons,
provides an opportunity to observe, understand
and revise these internalized relational patterns.
. Therapist neutrality, the cultivation of a non-
judgmental, respectful, empathic, supportive
attitude toward the patient, establishes a se-
cure relational setting for therapy. Therapist
neutrality aims to foster free expression by the
patient. The therapist seeks to follow the
child’s lead.
. The therapist’s emotional responses to the
patient (countertransference) are important
for the therapist to recognize and understand.
The therapist may gain insight into the child’s
internalized conflicts from the feelings the
child induces in the therapist. The therapist
must also be aware of times when the child
stirs up the therapist’s own internalized con-
flicts lest these conflicts undermine the thera-
pist’s neutrality.
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Psychodynamic psychotherapy for children may
be brief (6 to 20 sessions), moderate in length (21
to 60 sessions) or long-term (100 or more ses-
sions). The framework of psychodynamic psy-
chotherapy seeks to establish predictability,
which is reflected by meeting at a regular time
and place. Additionally, arrangements address
the plans for work with the parents or caregivers,
confidentiality issues, the goals of treatment and
the anticipated course of the treatment. The role
of other treatments or interventions, such as
medication or tutoring, is discussed. The thera-
pist needs to be able to speak and play at the
child’s developmental level, couching the com-
munications the therapist wishes to make in
terms the child can understand.
Psychodynamic psychotherapy progresses
through three stages: the opening phase, the
middle phase, and the closing phase (commonly
known as the termination phase). Many psy-
chodynamic psychotherapies are open-ended
treatments in which the length of treatment is
determined by the child’s progress in meeting
the goals of treatment and by the child’s ability to
maintain improvements despite on-going stres-
sors. In long-term therapies the middle phase is
significantly longer than either the opening or
termination phases. In brief dynamic psychother-
apies, in which the termination time is set from
the start, tasks of the termination phase are
addressed throughout the treatment.
Specific therapist tasks are integral to each
phase. These tasks may roughly be divided be-
tween those that shape the therapist-patient rela-
tionship, those that more directly facilitate the
patient’s self-understanding and change, and
those that pertain to the therapist’s work with the
parents or primary caregivers.
Classically, psychodynamic therapy empha-
sizes letting the child take the lead in deciding
what to do in a given session. This non-directive,
flexible approach is aimed at maximizing the
child’s self-expression and ownership of the pro-
cess. The therapist seeks to join the child as an
interested observer-participant. Psychodynamic
theory provides a structure for the therapist’s
thinking and planned interventions. These inter-
ventions can be adapted to a particular patient.
Opening phase:
The opening phase includes the initial contact
and evaluation, the formulation of the case,14 and
the establishment of the routines and the ar-
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collecting sufficient information and observa-
tions to make an initial formulation of the case,
develop a working diagnosis and an initial treat-
ment plan, the therapist has the task of engaging
the patient and the caregivers, laying the ground-
work for a trusting, confidential relationship.15
Although many features of the initial contact
with the caregiver and the patient may be deter-
mined by the routines of the practice in which the
contact will occur, the psychodynamic therapist
strives from the start to be sensitive to the sub-
jective experience of both the child and caregiver,
including attention to the developmental sensi-
tivities and needs of the particular patient and
modifying standard practices if needed. The
evaluation should allow adequate time for the
child to express him or herself freely in an
age-appropriate, interactive setting.
The case formulation used by psychodynamic
psychotherapists is biopsychosocial with partic-
ular attention to the “psychological.” The psy-
chological component of the formulation will
arrange the data of the evaluation guided by
psychodynamic theory to develop a hypothesis
regarding the developmental and conflictual
sources of the patient’s difficulties. Additionally,
psychoanalytic theory (e.g., ego psychology, ob-
ject relations theory, attachment theory, and self
psychology) organizes the information gained
from the evaluation about the patient’s psycho-
logical strengths and weaknesses.
The results of the evaluation are communi-
cated to the caregiver and in an appropriate
manner to the child. If psychodynamic psycho-
therapy is indicated, arrangements are made
with respect to time, frequency and payment for
visits. The opening phase transitions into the
middle phase of treatment once the pattern of
visits and the working alliance are established.
Middle Phase:
The task of the middle phase is to facilitate
change in the child’s internal world in such areas
as self-regulation, internal representations of self
and others, defense mechanisms and reflective
function. The process of psychodynamic psycho-
therapy is integral to its therapeutic effect and
receives as much attention from the therapist as
the explicit content of the sessions. The therapist
confirms the value of the child’s expressions,
whether through language, silences, art or the
action of play, and works with the child to
understand their meaning. In doing so the ther-
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AACAP OFFICIAL ACTIONapist facilitates and models reflective capacity
and psychological mindedness.
The therapist understands the child’s expres-
sions and behaviors in the context of the formu-
lation of the child’s difficulties.14 The therapist
identifies patterns in the play or conversations
and in the transference relationship that reveal
the child’s internal conflicts, developmental dif-
ficulties and maladaptive relational patterns. The
therapist, through conversational or play clarifi-
cations and interpretations, seeks to help the
child understand the child’s own feelings and
internal conflicts in developmentally appropriate
terms. As the child’s feelings are clarified by the
therapist and acknowledged by the child, the
child and therapist can together think about
more mature approaches to the problem. The
therapist can help the child re-interpret past
experiences and current difficulties. Together
they can think what is within the child’s capacity
to do for himself and when to ask parents or
others to help to relieve the child’s distress and
promote healthy development.
Most psychological change is gradual. In psy-
chodynamic psychotherapy this gradual change
is facilitated through a process of repetition and
elaboration called working through. The inten-
sity of the one on one experience in the therapy
gives momentum to the change process. The
therapist responds to as many repetitions of the
child’s expressions of developmental difficulties,
maladaptive relational patterns, internal con-
flicts, and the child’s attempts at new solutions as
are necessary for the child to internalize the new
solutions. These many repetitions allow for the
elaboration of variations of the themes and for
the child to actively master the past difficulties.
As old patterns change the child may develop
new psychological resources to begin to work on
conflicts or difficulties that were deeper or
pushed aside by the earlier difficulties. This po-
tential for further issues to be uncovered means
that one task of the middle phase of therapy is
continual updating of the formulation of the case,
continued assessment and adjustments in the
therapist’s and patient’s thinking.
Middle phase tasks in the parent work are
several. Foremost is maintaining an alliance with
the parents or caregivers. The parents remain an
important source of information about the child’s
life both at the present time and historically,
providing a context for what the therapist under-
stands in the sessions with the child. The thera- e
JOURN
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nformation while protecting the confidentiality
f the child’s communication and the child’s
eeling of primacy in the relationship with the
herapist. Additionally, when possible, the ther-
pist takes on the task of helping parents adapt
heir parenting to the changing needs of the
hild, thus multiplying the valuable effects of the
reatment. Finally the changes in the child can set
p ripple effects in the family. If the parents or
ther family members become more symptom-
tic the therapist will have to assess the need for
urther interventions.
ermination Phase:
Termination phase consolidates the gains
ade during therapy, addresses issues of depen-
ency, separation and loss generated by the
ermination of the therapy for the child, the
aregivers and the therapist. Any necessary plans
re made for follow-up.
The endpoint of therapy may be set in ad-
ance, particularly in time-limited brief thera-
ies. When the therapy is open-ended, the deci-
ion to set an end date is optimally reached when
ll parties feel the patient’s condition is suffi-
iently improved to allow the child to function at
ome, in school and in the community. Of par-
icular concern to psychodynamic psychothera-
ists is the child’s ability to make developmental
rogress. There are many times when external
actors, e.g., the therapist leaving, the parents’
nability to continue to bring the child, or a
amily move, may lead to setting an end-date
ven when one or more parties feel further
reatment is warranted. In keeping with psy-
hodynamic therapy’s emphasis on respect for
he active role of the child patient in the therapy,
he child should, in an age-appropriate fashion,
e party to the planning of the termination.
Working through in the termination phase
ntails some recapitulation of the issues worked
n in the therapy. Frequently there is a transient
eturn of symptoms. The therapist works with
he child to consolidate the gains of the therapy.
The termination phase offers opportunity to
ddress loss and separation. The child’s feelings
nd experiences with losses and stresses prior to
he therapy are often reactivated and can be
ddressed at this time. Similarly the parents/
aregivers will be losing the therapist’s direct
upport and attention. Both the real quality of
his change and its ability to stir feelings from
arlier life experiences must be taken into ac-
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AACAP OFFICIAL ACTIONcount and addressed thoughtfully. Finally the
therapist’s own countertransference to the losses
in termination should be considered so that they
can be appropriately addressed.
Follow up plans should be tailored to the
particular clinical situation. The clinician should
assess whether there are current requirements for
continued treatment, such as medication man-
agement, and assist the family in making the
necessary arrangements. Furthermore the thera-
pist will try to alert parents to whether or not
further difficulties might be expected at later
stages of development.
HISTORICAL REVIEW
Little Hans, Sigmund Freud’s 1909 report of a
5-year-old child who was actually treated by his
own father under Freud’s guidance, is the first
reported psychotherapeutic treatment of a child.16
Hermione Hug-Hellmuth17 published the first
report on therapy using play and drawings to
communicate with children. Melanie Klein,18
Anna Freud,19 Berta Bornstein20 and Erik Erik-
son21 developed multiple conceptualizations for
the use of play in the treatment of children. David
Levy reported on brief, focused play therapy in
1939 to the American Orthopsychiatry Associa-
tion.22 Levy emphasized education of the parents
and the treatment of the child was quite brief.
The major formative influence on child psy-
chodynamic psychotherapy was the ego psychol-
ogy of the mid-twentieth century.15,23 Additional
influences include attachment research,24-29 cog-
nitive and learning theory,30,31 research on tem-
perament,32 and mentalization.33
EVIDENCE BASE FOR
PRACTICE PARAMETERS
In this parameter, recommendations for best as-
sessment and treatment practices are stated in
accordance with the strength of the underlying
empirical and/or clinical support, as follows:
• Clinical Standard [CS] is applied to recom-
mendations that are based on rigorous empir-
ical evidence (e.g., meta-analyses, systematic
reviews, individual randomized controlled tri-
als) and/or overwhelming clinical consensus.
• Clinical Guideline [CG] is applied to recom-
mendations that are based on strong empirical
evidence (e.g., non-randomized controlled tri-
als, cohort studies, case-control studies) and/
or strong clinical consensus. t
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that are based on emerging empirical evidence
(e.g., uncontrolled trials or case series/reports)
or clinical opinion, but lack strong empirical
evidence and/or strong clinical consensus.
• Not Endorsed [NE] is applied to practices that
are known to be ineffective or contraindicated.
The strength of the empirical evidence is rated in
descending order as follows:
• (rct) Randomized, controlled trial is applied to
studies in which subjects are randomly as-
signed to two or more treatment conditions
• (ct) Controlled trial is applied to studies in
which subjects are non-randomly assigned to
two or more treatment conditions
• (ut) Uncontrolled trial is applied to studies in
which subjects are assigned to one treatment
condition
• (cs) Case series/report is applied to a case
series or a case report
EVIDENCE BASE FOR
PSYCHODYNAMIC PSYCHOTHERAPY
Case Studies and Meta-Analyses
For more than fifty years the evidence base for
psychodynamic psychotherapy has primarily con-
sisted of an extensive collection of case
reports.34(cs),35(cs),36(cs) Case reports are valuable
for generating hypotheses to be tested empiri-
cally and the methodology to study them is
improving.37 Case reports provide insight and
uidance for clinicians in situations where no
xperimental data is available. Clinicians find
ase reports helpful because they bring theory
nd concepts to life with a depth of detail that
ids clinicians in applying the model to their own
ases. Whereas case reports were a standard of
sychiatric research early in the twentieth cen-
ury, by the close of the twentieth century re-
earch methods had expanded to include clinical
rials.
Although researchers have been slow to un-
ertake clinical trials of psychodynamic psycho-
herapy of children, initial studies and meta-analyses
re promising while the optimal approach to re-
earching the complexities of the processes of psy-
hodynamic psychotherapy are recognized and
tudied.38 A selective review (1965-2002) of 298
hild and adolescent psychotherapy studies con-
luded that there were significant effects with all
reatments.39 The studies included psychody-
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AACAP OFFICIAL ACTIONnamic play therapy for anxiety and psychody-
namic therapy for conduct problems.40
In recent years, improved research design for psy-
chotherapy efficacy research is adding to the existing
knowledge about effectiveness and efficacy.41-47
Studies of Time-Limited Psychodynamic
Psychotherapy
According to Cicchetti et al.,48(rct) toddlers of
depressed mothers show a higher incidence of
insecure attachment. Such children who received
45 weekly sessions of therapy with a focus on
changing their self and maternal representations
developed secure attachments equal to those of
the toddlers of non-depressed mothers. Jellinek
et al., similarly demonstrated improved maternal
function in traumatized parents towards their
toddlers.49(cs)
Kernberg and Normandin50,51 developed a
manual for 30 sessions of weekly play therapy for
sexually abused children. The treatment focuses
on transforming the experience of trauma into a
memory of trauma, facilitating reflective func-
tioning, and transforming traumatic play into
normal play. Preliminary findings indicate signif-
icant reduction of symptoms, improved related-
ness, and normalization of play.
Toth et al.,52(rct) in a randomized controlled
study of maltreated preschool children stratified
into three treatments: psychodynamic preschool-
er-parent psychotherapy (PPP), psychoeduca-
tional home visitation (PHV), and community
standard care (CS) and a comparison group of
non-maltreated, normally developing children
(NC), found that the PPP group evidenced a
greater decline in maladaptive maternal repre-
sentations and more positive expectations of the
mother-child relationship.
Muratori et al.,53(ct) in a 2-year follow up of
psychodynamic psychotherapy for internalizing
disorders in children, studied the efficacy of a
time-limited (11-week) combined individual and
parent-focused psychodynamic psychotherapy
for children compared with treatment as usual in
the community. At the 2-year follow-up, the
Child Behavior Checklist results indicated that
psychodynamic psychotherapy acted on both in-
ternalizing symptoms and externalizing dimen-
sions. Attention, delinquent, and aggressive scales
demonstrated significantly improved mean scores
for the study group relative to the comparison
group. Moreover, the active treatment condition
reduced comorbidity and resulted in less frequent w
JOURN
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usual in the community.
Trowell et al. and Trowell et al.,54,55(rct) re-
orted on a multi-center (London, Helsinki, and
thens) study of children and young adolescents
ages 9 to 15) with major depression, dysthymia
r both conditions. In a comparison trial of
ime-limited individual psychoanalytic psycho-
herapy (mean of 24.7 fifty minute patient ses-
ions plus parent sessions) and family therapy
mean of 11 ninety minute sessions), 72 patients
ere randomly allocated. Seventy-five percent of
articipants had improved in both groups at the
nd of treatment. Continued improvement was
een in both groups. At six-month follow-up,
00% of cases in the individual therapy were no
onger clinically depressed compared to 81% in
he family therapy.
Trowel et al.,56(rct) reported on a multi-center
UK) study of sexually abused girls (ages 6 to 14)
ith mental health problems. In a comparison
rial of time-limited focused individual psy-
hodynamic psychotherapy (up to 30 sessions)
nd psychoeducational group therapy (up to 18
essions), 71 patients were randomly assigned.
sychopathological symptoms were substan-
ially reduced in both groups but individual
herapy led to a greater improvement in mani-
estations of post-traumatic stress disorder.
tudies of Open-Ended Long-Term Therapy
here is general agreement that psychotherapy is
ore efficacious than placebo. Meta-analytic
tudies beginning with Smith et al.,57 have dem-
nstrated that the average treated patient is ap-
roximately two thirds of a standard deviation
etter off than the average nontreated patient.
hese studies have generally been replicated in
hild psychotherapy.58
Fonagy and Target59,60(cs) in a systematic re-
iew of 763 records at the Hampstead Clinic,
eported the efficacy of psychoanalytic treatment
or children with severe emotional disorders in
he anxiety and depression spectrum (three or
ore Axis I diagnoses). Their criteria for im-
rovement were the relief of symptoms and the
eturn of the child to a non clinical classification.
he mean length of treatment was 14 months.
oth frequency and length of treatment were
mportant factors in outcome. Children with con-
uct problems responded less well to once- or
wice-a-week psychodynamic psychotherapy but
ith greater frequency of sessions did almost as
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equal severity. Children younger than 12 years
made more impressive gains with intensive treat-
ment of four to five times versus one to three
times per week.
Moran et al.,61(ct) illustrated the positive im-
pact of psychoanalytic psychotherapy on the
regulation of blood glucose in brittle juvenile
diabetics. This study compared two groups of
children aged 6-18 years with brittle diabetes.
Both groups manifested significant psychiatric
symptoms: 73% in the experimental group and
64% in the control group. Patients in the treat-
ment group were offered 15 weeks of psychoan-
alytic psychotherapy three to four times a week
during their inpatient medical intervention. In-
tervention was highly effective in improving
diabetic control as measured by HbA1c, main-
tained at 1-year follow-up. The comparison
group, who received only the usual inpatient
medical intervention, relapsed to prehospitaliza-
tion levels of HbA1c within three months.
FREQUENCY OF THERAPY
Frequency of therapy may be a significant vari-
able. Heinicke and Ramsey-Klee62(ct) compared
children with learning problems seen four times
a week for one year with children seen once a
week by the same analyst. Both groups improved
equally in reading and spelling, but in an 18-
month follow-up the higher-frequency group dem-
onstrated significant differences. Children seen
four times weekly showed higher self-esteem and
greater capacity for appropriate peer relations.
They were freer to express a wider variety of
affects. They were judged to be more autono-
mous and assertive. They had greater capacity to
reflect about their behavior and motives. The
defense mechanisms they used were more bal-
anced, flexible, and mature (Table 1).63
RECOMMENDATIONS
Recommendation 1. Psychodynamic psycho-
therapy requires training in psychodynamic
theory and techniques. [CS]
The therapist should be knowledgeable re-
garding child development and acquainted with
the range of psychodynamic theories (e.g., ego
psychology, object relations theory, attachment
theory, and self psychology). Clinical experience
should be acquired under supervision. Optimally
JOURNAL OF THE AMERICAN ACADEMY OF CHILD & ADOLESCENT PSYCHIATRY
VOLUME 51 NUMBER 5 MAY 2012the training experience should include children
of both sexes in various developmental phases
and with various psychopathologies.
The clinician tailors the psychodynamic psy-
chotherapy to the individual patient through
flexible application of generic psychodynamic
principles and selection of psychodynamic tech-
niques based on a developmentally informed,
biopsychosocial formulation of the case.14,64-68
Recommendation 2. The clinician should un-
derstand the full spectrum of psychodynamic
therapeutic interventions, from supportive to
expressive modalities. [CG]
Traditionally psychodynamic psychotherapies
have been conceptualized as extending along a
spectrum from supportive to expressive. The
more supportive therapeutic interventions are
those that are meant to build on the patient’s
strengths and existing psychological capacities
either through a positive relationship with the
therapist or through therapeutic interventions,
such as encouragement, suggestions, and educa-
tion, that facilitate the development of adaptive
capacity. The adaptive capacities affected are
impulse control; tolerance for frustration, anxi-
ety, and affect; capacity to anticipate, reflect, or
sublimate; and communication through play or
language. The expressive therapeutic interven-
tions address the child’s unconscious conflicts,
traumatic memories, feelings, maladaptive de-
fense mechanisms, and distortions of the rela-
tionship with the therapist (transference). The
repetition of past experiences allows them to
become conscious, so that their pathological res-
idues can be worked through and resolved.
Recommendation 3. The therapist is informed
about indications and contraindications for
psychodynamic psychotherapy. [CS]
The use of psychodynamic psychotherapy is
not diagnosis specific. It has been used effectively
for internalizing disorders, externalizing disor-
ders in the mild to moderate spectrum of sever-
ity, developmental character difficulties and mal-
adaptive, internal responses to life events. In
addition to diagnosis, consideration must be
given to the child’s ability to work with the
therapist toward self-understanding. Psychody-
namic psychotherapy is helpful in complex cases
because it addresses the underlying psychologi-
cal functions.
547www.jaacap.org
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AACAP OFFICIAL ACTIONBrief, time-limited, individual psychotherapy
is indicated with children who are in acute,
situational distress such as grief, separation anx-
iety, sleep problems, or acute anxiety. There is an
agreed-upon focus of treatment and an agreed-
upon point of termination, which brings momen-
tum to the process. The treatment goals aim at
increasing adaptive behaviors, gaining symp-
tomatic improvement, and enhancing adaptation
TABLE 1 Hierarchy of Defense Mechanisms
NORMAL
Humor: I’m taking some distance to
Anticipation: I’ll think ahead of time to be
Suppression: I’ll put it on hold for the tim
Sublimation: I’m lifting myself above the
NEUROTIC
Repression: As I am holding it in, I’m no
Undoing: I am placing it and then tak
Projection: I am spitting, eliminating, d
Introjection: I am mouthing, swallowing,
Isolation: I am separating one feeling
Somatization: I’m expressing it in body la
Regression: I am turning backward. I am
Negation: I am not seeing.
Turning into the opposite/
reaction formation:
I am turning my back. I am
Turning against the self: I’m hitting myself. I’m destro
Intellectualization: I am changing my experien
Rationalization: I’m giving possible reasons
BORDERLINE
Splitting: Two aspects of one’s emotio
Denial: “I” am closing off.
Idealization: The object is high above, w
Devaluation: The object is down below,
Projective Identification: The object (or experience) i
not return into “me.”
Omnipotent control: “I” must keep everything an
Acting out: I express it by action rather
PSYCHOTIC
Deanimation: It is still, not doing anything
Animation: It (everything) keeps moving
Hypochondriasis: It is taken in again (re-introj
Constriction: It must stay in one familiar f
expression, and affective
Dismantling: It (everything) falls passively
modal perception is susp
Fusion: It (everything) gets lost in a
Autistic encapsulation: It is walled inside96.
Dispersal: It is scattered into small bits
Note: These are defined operationally as narratives for easier recognition t
refer to Moore and Fine.94 Source: Kernberg P. Mechanisms o
1994;58:55-87.63 Copyright Guilford Press. Reprinted with permissioto family, school, and peers.
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dicated when the biological or social factors
destabilizing the child’s adaptation and develop-
ment are chronic, or the psychological difficulties
due to comorbidities are complex, or entrenched
conflicts and developmental interferences are
present. In addition to the goals sought in brief
therapy, long-term psychodynamic psychother-
apy aims at redressing maladaptive personality
t from different perspectives, to master it while having fun.
er prepared to handle it effectively.
g, to return to it at a better moment.
ct, while still dealing with it.
king, I’m not seeing, and I don’t want to be aware of it.
away.
ing.
rbing.
dea) from another.
ge so as not to be aware of it.
ng back.
g forward one side of my experience rather than the other.
what I build.
to one of thoughts.
than the real one.
ife are experienced as independent from each other.
I” am way below.
“I” am way above.
ide. “I” am actively holding it at arm’s length so that it does
er people in check.
in words.
will die.
) into the body and feels bad.
area in the mind and at times in body movement, facial
ession.
bits, so no feeling or sensation is related to another. Cross-
in this defense95.
dlessness with everything.
roken pieces so it cannot hurt me anymore.
verbal communication and through play themes. For classical definitions,
nse: development and research perspectives. Bull Menninger Clin.
he Guilford Press.see i
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necessary inhibitions, development of flexible
thinking and access to fantasy life. It stabilizes
psychological functioning by increasing freedom
of expression through play and words rather
than through impulsive actions. It develops the
flexible use of defenses and age appropriate
assessment of realities of the child’s life. It en-
hances the capacity for pro-social activities, age-
appropriate autonomous functioning in school,
and an age-appropriate sense of identity includ-
ing sexuality and positive self-regard.
For severely organically impaired children,
those with significant mental retardation, psycho-
sis, or severe pervasive developmental disorders
and for severe conduct disorder without guilt or
remorse, expressive psychodynamic psychother-
apy is usually contraindicated. In contrast, support-
ive psychodynamic psychotherapy can be usefully
tailored to each of these conditions.65,66
Recommendation 4. The therapist is informed
about potential complications and adverse ef-
fects of psychodynamic psychotherapy. [CS]
In some instances there may be transitory
deteriorations (regressions) in the level of func-
tioning, such as acting-out behaviors or exacer-
bation of parent-child conflict. In addition com-
plications may arise in the relationship between
the parents and the therapist. Common examples
include excessive dependence of the parents on
the therapist, and threats of treatment disruption
if the parents feel criticized by the therapist or
resent the therapist’s close relationship with the
child. In very difficult cases consultation with a
colleague can be beneficial to the therapist. Ad-
ditionally, obtaining a second opinion can be
useful in difficult cases.
Recommendation 5. When indicated, the clini-
cian will combine individual psychodynamic
psychotherapy with other treatments such as
group therapy, family therapy or psychophar-
macology. [CG]
The psychodynamic psychotherapist, working
within a biopsychosocial model, may recom-
mend treatments in addition to the individual
therapy. Group psychotherapy may be appropri-
ate for addressing difficulties with peer relation-
ships. Family therapy may be indicated to ad-
dress family dysfunction.67
Medication may be used adjunctively to re-
lieve symptoms and facilitate the patient’s ability t
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account the possible meanings that the child or
the family may assign to taking medication.
Medication and psychotherapy may require dif-
ferent amounts of time to reach their respective
maximum effectiveness. Medication may target
the symptoms while the psychotherapy is aimed
at facilitating the resumption of healthy character
development. If the medication is effective in
relieving symptoms, the problem arises that
whenever symptoms are relieved some parents
may be tempted to discontinue the treatment
before underlying issues are resolved in psycho-
therapy. Nonadherence with medication due to
fear of drug addiction or fear for the child’s
safety can best be addressed through the thera-
pist’s collaborative alliance with the parents.68-70
Recommendation 6. The clinician formulates a
psychodynamic understanding of the child and
family and communicates it to the family
within the context of a biopsychosocial treat-
ment plan. [CG]
Formulation is the process by which the clini-
cian organizes the clinical data obtained from the
evaluation and the ongoing work with the pa-
tient and caregivers.71,72 The formulation gathers
together the biological information about the
child (e.g., genetics and epigenetic influences,
temperament, physical development and intelli-
gence), the psychological data (e.g., developmen-
tal history, emotional development, personality
style, self-esteem, conscience, theory of mind,
defenses and coping skills, object representations
and relational patterns and evidence of internal
conflicts) and sociological information (e.g., as-
sessment of the family and the child’s place in it,
peer relations, school functioning, cultural and
spiritual traditions).
The psychodynamic psychotherapist uses psy-
choanalytic theory (e.g., ego psychology, object
relations theory, attachment theory, self psychol-
ogy, and developmental theory) to relate the
biopsychosocial data to the presenting symptoms
and the diagnosis. Diagnosis may be both a DSM
diagnosis73 and a Psychodynamic Diagnostic
Manual (PDM) Diagnosis.74 The psychodynamic
herapist considers the precipitating events that
rought the child to treatment at this time in the
ontext of developmental theory asking “what
evelopmental challenge may have precipitatedhe child’s symptoms at this time?”
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information into a psychodynamic understanding
of the patient’s condition the therapist turns to the
treatment planning aspect of formulation. Consid-
ering the severity of the patient’s difficulties, the
impact on the child’s development, and the pa-
tient’s and family’s strengths and weaknesses, the
therapist gauges the child’s needs in terms of
frequency of sessions for both the child and the
parents and the duration of treatment. The formu-
lation guides the therapist’s recommendations of
other treatment modalities. The therapist must
translate the formulation and recommendations
into terms the parents can understand and, when
speaking to the child, in terms appropriate to the
child’s development and capacity to understand.
Recommendation 7. The clinician establishes a
therapeutic alliance with the child based on
respect for the child’s autonomy, developmen-
tal state, defensive style, and specific pathology,
and attends to all aspects of the patient’s com-
munications: verbal, gestural, and symbolic
(play). [CG]
The therapeutic partnership is built on respect
for the child. The maintenance of confidentiality
and respect for the child’s autonomy, exempli-
fied through the therapist’s ability to listen to the
point of view of the child, creates a safe thera-
peutic space. The therapist’s attunement to the
child’s developmental status and defensive struc-
tures is also essential to the alliance.
Recommendation 8. The therapist must main-
tain patient confidentiality and a commitment
to keeping the child’s specific communications
private. [CS]
Confidentiality is crucial for psychodynamic
psychotherapy. The clinician must skillfully com-
municate dynamic understanding to parents or
collaborating clinicians while protecting the
child’s confidential communications. The child’s
communications are confidential unless in the
therapist’s judgment they indicate potential dan-
ger to the child, to others, or to property, or the
child gives permission to share the child’s spe-
cific communications with the parents and the
therapist agrees. The therapist tells the child when
and what information will be shared with the
parents. The parents’ reports about the child or
family are shared with the child when the ther-
apist thinks it useful to do so. The therapist may
become aware of a family secret or taboo. This
JOURN
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parents. The therapist must use good clinical
judgment in choosing if, when, how and to
whom to disclose this information.75
Recommendation 9. The clinician establishes
an ongoing collaborative alliance with the fam-
ily through which they participate as partners
in the treatment. [CS]
In the collaborative alliance with the parents,
the therapist must strive to maintain neutrality
and not side with the parents against the child or
with the child against the parents. The therapist’s
attitude and behavior needs to be reliable, knowl-
edgeable, and professional. The parents’ cultural
and family traditions, personal style, and values
should be respectfully taken under consideration.
Exchange of Information: The therapist gives infor-
mation concerning the general progress of ther-
apy without giving the specific communications
of the child. The therapist discusses the course of
treatment and any recommendation for addi-
tional treatment modalities. Ideally the parents
will inform the therapist of changes in family
circumstances and provide updates on the child’s
life and behavior outside the treatment setting.
The therapist should avoid allowing parents to
use time scheduled for the child for parent-
therapist information exchange. Parent commu-
nications about the child that are made in front of
the child should be limited to brief, socially
appropriate exchanges of greetings in the waiting
room. Occasionally the child may express a wish
to bring a member of the family, friend or even a
pet to the session. The therapist will use clinical
judgment in determining when such inclusion
will further the therapy. At other times the clini-
cian may feel it is clinically advantageous to meet
with the parent and child together. In these cases
care must be taken to maintain the therapist’s
primary alliance and allegiance with the child.
Addressing Parents’ Negative Feelings: Parents
may have negative feelings about the treatment,
the therapist, or the child. The roots of negative
feelings are varied and include parental self-
devaluation, parental competition with the ther-
apist, or disappointment due to unrealistic expec-
tations of the therapist or the child.
The clinician must be alert for times when the
child, stimulated by difficult work in the treat-
ment, complains to the parents or in other ways
generates negative feelings in the parents about
the treatment.
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AACAP OFFICIAL ACTIONIt is important to address negative parental
feelings in order to limit parental undermining of
the treatment or premature termination.
Parent Education: The therapist supports parental
curiosity about the child’s developmental needs,
individual characteristics, and subjective experi-
ence to facilitate their parenting. The therapist
supports the parents’ striving to establish realis-
tic social and academic goals for their child.
Parent Counseling: At times it is clear to the
therapist that a parent’s own psychological diffi-
culties interfere with the child’s progress. In this
difficult situation the therapist must use clinical
judgment to determine whether the parent may
be referred for his or her own therapy. When the
parent cannot be referred the therapist must be
careful not to be the individual therapist for both
the parent and the child.
Recommendation 10. The therapist should col-
laborate with other professionals in the treat-
ment of the child. [CS]
With the assent and consent of the child and
parents, the therapist will collaborate with other pro-
fessionals involved in the case when it is appropriate.
Keeping the child’s confidentiality, the therapist
clarifies to other professionals the child’s characteris-
tics, ways of perceiving and reacting to situations,
particular ways of responding to and communicating
with others, and developmental challenges.
Recommendation 11. The clinician is knowl-
edgeable about play and skillful at using it in
the therapeutic situation. [CG]
For most children, play is a primary way of
expressing feelings, impulses, fantasies, and con-
flicts. Erikson21 noted that “play is the child’s
form of the human ability to deal with experience
by creating model situations and to master reality
by experimentation.” In supportive psychothera-
pies, play is frequently a goal in itself because of
its intrinsic development-promoting functions. In
more expressive psychotherapies, play serves as
a background activity, enabling the child to com-
municate verbally with the therapist. A compre-
hensive review of the psychological functions of
play is beyond the scope of this parameter but
can be found in the extensive literature on play
and development.76-86
Children’s activities in a play therapy tend to
fall into the following categories: physical activ-
ities, solo imaginary play games with rules, cre-
ative projects, and imaginary play with the ther-
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ust be suitably sturdy and equipped in a man-
er age-appropriate to the children who will be
reated there. When working with young chil-
ren who are struggling to control intensely
essy or aggressive impulses a separate play-
oom is advantageous. The issue of limit setting
ill arise no matter how appropriately the office
r playroom is outfitted. Common-sense limita-
ions are necessary to protect the room, therapist,
nd child from physical damage. One way to
nderstand the limits is to say, “When we are
one I have to be able to clean up and have you,
e, and the office/playroom back the way it
as.” The toys do not need to be numerous or
laborate. Having too many toys in the playroom
an be problematic, e.g. overstimulating. It is
elpful to have a deck of cards, one or two simple
oard games such as checkers or Trouble, a Nerf
r koosh ball, paper, art supplies, a set of blocks,
uppets, action figures, and dolls or animal fig-
res. A family grouping of animals or small dolls
s useful. The child can use a ferocious animal
e.g., shark, lion, or dinosaur) to express aggres-
ive urges.
The psychodynamic play therapist develops
kill at playing with the child while attending to
oth the content, and most importantly, the pro-
ess of the play. Thus when playing a board
ame the therapist is keenly interested in how the
hild plays and what this manner of play reveals
bout the child’s inner conflicts and relational
atterns.87 Additionally, the therapist is attuned
o the flow of the play as a marker of the child’s
nner state. Does the child reach a satisfying
onclusion or are there compulsive repetitions,
isruptions, or interruptions?
The therapist must be skilled at timing inter-
entions, particularly interpretative interven-
ions, so as not to inhibit or distort the play. The
herapist is skilled at making the interventions
overed below under Recommendation 12 in the
ontext of the child’s play. In expressive psycho-
herapy, the symbolic meanings of play are inter-
reted to enable the child to have contact with
is/her feelings, unconscious motives, defenses,
nd wishes.21,86 The therapist needs to be skilled at
using the play metaphor to make verbal interven-
tions more tolerable to the child (e.g., the therapist
says “the daddy doll” not “your daddy”). This use
of the metaphor created by the play is called
working in the displacement. When the child gives the
therapist a role in the play frequently the child will
551www.jaacap.org
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the student while the child plays the teacher). This
is called turning passive to active. The therapist needs
to be skilled at enacting and commenting on the
feelings and conflicts in the “child role.”
Recommendation 12. The clinician is skillful in
the use of the spectrum of psychodynamic verbal
interventions. [CG]
1. Ordinary Social Behavior. Socially appropriate
verbal interventions (such as conventional
expression of greeting and leave-taking) are
primarily supportive.
2. Statements or Questions Relating to Treatment.
These supportive interventions convey direct
information about the framework of the ther-
apy. The therapist gives information about
the structure of sessions, the behavioral limits
within sessions, the therapist’s role, and any
other matters that need clarification.
3. Statements or Questions Relating to the Child’s
Life. The therapist asks the child for objective
information in order to fill in biographical
data. This request conveys to the child that
he/she is an important source of information
and focus of interest to the listening therapist.
However, the therapist should respect a
child’s reticence or resistance and not become
an interrogator.
In most psychodynamic psychotherapies the
therapist will use a combination of support-
ive and expressive interventions (see Recom-
mendation 2). The more expressive interven-
tions require the child to be closer to feelings,
urges, and thoughts that the child may find
painful or overwhelming. Whether the ther-
apist chooses expressive or supportive inter-
ventions depends on the therapist’s assess-
ment of the child’s ego strength. Ego strength
reflects the degree to which the child has
acquired psychological capacities appropri-
ate to the child’s developmental status. Such
capacities include intelligence, psychological
mindedness, age-appropriate reality testing,
capacity for impulse control, tolerance for
frustration, and the ability to manage affects.
Children with good ego strength benefit from
expressive therapy. In contrast, children with
low ego strength benefit more from support-
ive, developmentally-assistive therapy.
Thus we have a continuum of verbal inter-
ventions40 beginning with those addressed to
the conscious level, moving to interventions
JOURN
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tents that are accessible if attention is focused
on them), and continuing on to interventions
aimed at unconscious contents (i.e., contents
not easily accessible to the child’s awareness).
The following interventions can be made
directly or within the play metaphor.
4. Supportive Interventions. Supportive interven-
tions include educational statements, sugges-
tions, or expressions of encouragement, reas-
surance, and empathy.
5. Facilitative Statements. Through facilitative in-
terventions the therapist initiates, enhances, or
maintains the exchange with the child either
through invitations to continue his/her com-
munications or by reviewing what has trans-
pired in the session or in previous sessions.
a) Invitations to continue convey the thera-
pist’s emotional availability and ongoing
interest. They also encourage the child to
verbalize experiences and events in the
session. Invitations to continue can be
open-ended, or the therapist may choose a
particular topic from the child’s conversa-
tion and request expansion or additional
information on that specific topic.
b) In review statements the therapist para-
phrases, summarizes, or integrates what
the child has said or done. By mirroring
back the child’s experience, the therapist’s
verbalizations confirm and validate the
child’s subjective experience, model self-
observation and sequential thinking, and
support the integrative functions of the
child’s mind.
6. Clarifications. Through clarification the thera-
pist expands the child’s awareness into the
preconscious realm (i.e., what is knowable if
attention is focused on the particular topic).
Clarifications consist of preparatory state-
ments and “look at” statements.
a) Preparatory statements focus the child’s at-
tention on the possibility of new meanings
in his/her comments, affects, play, and non-
verbal behaviors. The statement alerts the
child to what is going on and that there
may be other meanings to be discovered.
The therapist provides a stimulus for self-
observation and self-assessment. Subse-
quent interventions provide opportunities
for the child to identify with the thera-
pist’s function, strengthening the child’s
ego so that the child acquires the capacity
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experience.
b) “Look at” statements specifically identify
and direct the child’s attention to affects,
thoughts, behaviors, or play occurring
within the session. These clarifications en-
gage the child’s observing ego, enhancing
self-awareness. “Look at” statements can
also be applied to the child’s past and to
previous sessions. In this way the thera-
pist supports memory-sequencing, helping
the child to integrate experiences in space
and time and maintain a sense of continuity.
These interactions enhance the child’s feel-
ing of being understood by the therapist.
Moreover, by observing the spectrum of
his/her behaviors, the child can anticipate
his/her emotional reactions and potentially
choose more adaptive responses, thus de-
veloping a capacity to reflect before acting.
7. Confrontations. This verbal intervention ad-
dresses content that is not easily retrievable—
the unconscious. Confrontations involve “see
the pattern” statements. The therapist identi-
fies patterns or sequences in events, affects,
behavior, or ideas that, once pointed out,
permit the child to see connections between
apparently disparate behaviors or events. For
example, a therapist might say directly,
“Have you noticed that your stomachaches
almost never happen on weekends or holi-
days?” or “Every time we talk about me, you
change the subject.” Or the therapist might
point out, speaking within the metaphor of
the play, “No matter how many gifts the
dolly gets, she’s always unhappy.” These
interventions serve the purpose of integra-
tion and mastery by making the child aware
of unconscious elements that influence his/
her affects, behaviors, or ideas. This aware-
ness helps the child develop more adaptive
responses to internal conflicts.
8. Interpretations. Through interpretations the
therapist proposes links between the behav-
iors, feelings, and ideas that the child is
aware of and the child’s unconscious (a)
defenses, (b) wishes, (c) past experiences, or
(d) dreams. As children become acquainted
with the ways they protect themselves from
unacceptable thoughts, feelings, and behav-
iors, they gain self-understanding and view
their experiences as something within their
control. They are then open to the possibility
JOURNAL OF THE AMERICAN ACADEMY OF CHILD & ADOLESCENT PSYCHIATRY
VOLUME 51 NUMBER 5 MAY 2012of using other, more mature and adaptive,
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a) Defenses. The interpretation of primitive,
maladaptive defenses can be made when
the therapist assesses that the child is capa-
ble of moving to a more mature defense to
manage the unacceptable thoughts and feel-
ings the defense has covered. (Table I) It is
important to address the defense [especially
against painful affects] first before bringing
the child’s attention to the unacceptable
thoughts or feelings. The therapist uses a
narrative to describe how the child uses the
defense in play or conversation with the
therapist. For example, the therapist might
say, “You wish you could be king of the
world because then you would be the boss
of everybody and you think no one could
do anything that would hurt you, but in that
way it’s much harder to get along with
other kids.” That statement addresses the
child’s use of omnipotent control. The pros
and cons of the defensive strategy are thus
clarified.
b) Wishes. Through interpretations of wishes
hidden in the child’s play or statements,
the child learns that unrecognized as-
sumptions or urges may underlie behav-
ior. For example, the therapist might ob-
serve, “When you get scared you’ll never
have enough, that’s when you eat up all
the cookies.” Or “You wish you were my
baby because you think then you could
stay here with me.” Or “The little girl doll
wished her mother would take a trip so
she and her daddy could stay home to-
gether, just the two of them.” Thus the
therapist makes the wishes conscious and
shared between them. Together they can
measure it against reality and find socially
acceptable compromises for satisfying the
wish.
c) Past Experiences. Interpretations referring
to experiences from earlier in childhood
permit the child to rework sequestered
affects, beliefs and defenses of that earlier
period with the child’s current, more de-
veloped, psychological capacities. The ef-
fective use of these interpretations—also
called “constructions” and “reconstruc-
tions”—depends on the degree of evi-
dence available about the child’s early
childhood experiences and their possible
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therapist might say, “When you keep
playing the ‘falling off the table’ game, I
think you’re playing what you think hap-
pened to mommy when she got hurt;” or
“You’ve been afraid that your mean
wishes may come true ever since your
baby brother died . . . that’s why you got
so scared when you wished I’d get sick
and the next day I had a bad cold.”
d) Dreams. The therapist understands the
manifest content of the child’s dream, the
dream story, in the context of the child’s
life situation and internalized conflicts.
Dream interpretations should be made
working from the child’s conscious asso-
ciations to the dream and its relation to the
child’s waking awareness to elements in
the dream that may reflect of the child’s
internal conflicts. Dream interpretations
provide continuity between what the
child is thinking while sleeping and what
the child is thinking while awake, thus
integrating the child’s sense of self. The
translation of dream content (primary
process thinking) into logical thinking
(secondary process) is supportive, espe-
cially for children who have nightmares or
problems in their relationship to reality.
For example, the therapist might say,
“Those monsters are your own fears that
you put in the dream. Let’s draw them
and get rid of them by putting them into
the garbage can.” In expressive psycho-
therapy the child may be encouraged to
say what pops into his/her mind about a
dream in order to understand its hidden
or latent meaning.
Mode of Intervention
Also important to effective verbal intervention is
the mode in which the therapist expresses the
intervention.88
a) In the direct mode the therapist refers to the
child’s immediate appearance or behav-
ior—“You look upset today.”
b) In the therapist-related mode the therapist
refers to the child’s perceptions of the
therapist in terms of the transferences of
past relationships that the child has begun
to reenact with the therapist—“I believe
you are seeing me as a police officer who
JOURN
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is very strict.”
c) In the indirect mode the therapist refers to
the child’s behavior, thoughts, and feel-
ings through the metaphors of play, role-
taking, or other people or characters. For
example: “It looks like the cowboy doesn’t
expect he will win against the Indians;
what could he do?”
d) In the therapist’s perspective mode the ther-
apist reflects out loud on his/her own
thoughts and feelings, encouraging the
child to take into account the therapist’s
different perspective of what is going on
without imposing it on the child. By using
this mode, the therapist protects the self-
esteem of the child, who may feel easily
criticized and turn a deaf ear to the ther-
apist’s comments. For example: The ther-
apist is playing Monopoly™ with the
child, who is cheating by taking extra
properties without paying. The therapist
says to himself/herself, “If I were a kid his
age I wouldn’t play with him anymore. It
makes me mad.” The child grins, as if he
finally found out why other children do
not want to play with him.
ecommendation 13. The clinician is skillful in
onitoring change during the course of treat-
ent and assessing readiness for termination.
CG]
Symptom reduction, achievement of normal de-
elopment, age appropriate autonomy and self-
eliance are indicators of readiness for terminations
f psychotherapy.23,89 These changes are not lim-
ited to the therapy setting but extend to home and
community. A child may appear better outside the
sessions than within the sessions, or vice versa. To
consider termination, improvement should be
present in both domains. Finally, the child’s capac-
ity “to reflect on his own and others’ mental states
as indicated by his ability to understand, predict
and plan for his own and others’ responses” rep-
resents a measure of resilience.60 Scales of particu-
ar relevance to the psychodynamic clinician are
ow available. These include Perceptions of Friend-
hips and Peer Relations.90,91 They enable the thera-
pist to articulate the nature and extent of changes in
the child’s overall functioning in addition to symp-
tom improvement. The scales are consistent with
the objectives of psychodynamic therapy and are
more likely to reflect its effects. Criteria observed
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are described by Kernberg.92 Additionally clini-
cians use widely disseminated clinical scales such
as the Global Assessment of Functioning Scale.73
Parents’ readiness for concluding the child’s
treatment must also be assessed. Parents may
react intensely in positive or negative ways to
termination of their child’s therapy. Parents need
their own opportunity to elaborate on the loss of
their relationship to the therapist.
Countertransference risks during termina-
tion are frequent. The therapist may experience
a compelling wish to become an informal
friend of the child. The therapist may be
tempted to prolong treatment if the patient
becomes “the ideal patient.” The therapist may
misinterpret adolescent interruption of treat-
ment as an adolescent search for independence.
The therapist may feel defensive in the face of
parental disillusionment if all treatment goals
have not been achieved.93
Recommendation 14. The therapist must main-
tain objectivity and an attitude of consistency
and realistic hopefulness and neutrality. [CS]
The therapist’s empathy needs to extend to
each member of the family, without taking
sides, so that the child does not feel scape-
goated and the parents do not feel criticized by
the therapist.
The therapist’s capacity to maintain objectivity
depends on his/her ability to be aware and keep
separate his/her own personal issues. Moreover,
the therapist has to be aware of how patients or
parents’ transferences to the therapist may elicit
reactions in the therapist that may contribute to
the loss of objectivity in the case.92 Self-reflection
and consultation enable the therapist to regain
objectivity.
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